Preference is given to letters commenting on contributions published recently in the JRSM. The usual length of letters is up to 400 words (one table or illustration may be included) and they should be typed in double spacing.
In 1968 I reported a boy of 17 who presented with oedema, hypertension and raised blood urea 19 days after a sore throat, whose urine was entirely normal', and on reviewing the literature was struck by the fact that this dissociation of signs had been noted at two stages: by the earlier writers at the onset of acute nephritis and by recent contributors during the recovery phase. I was also struck by my inability to find any such cases reported in the literature of the 1930s, though a number of reports had appeared since 1942. Most of the reports mentioned that the patients had had penicillin before admission: in my own case penicillin had been administered shortly after the onset of the sore throat and I suggested that perhaps early administration of penicillin had cut short the inflammatory phase of nephritis, leaving function to recover more slowly as normal blood flow was resumed.
Does Dr Hart have information about the preadmission treatment in each of these two cases? As a practising dermatologist in Australia, it has been my experience that a number of women have suffered from 'erythema multiforme' related to their menstrual cycle. On some occasions this has been associated with premenstrual exacerbations of herpes progenitalis. But there have been a few cases in which it has been singularly related to the menstrual cycle.
It is not always appreciated that hormonal fluctuations relating to the menstrual cycle can be responsible for a number of skin rashes. I have in mind the frequent premenstrual aggravation of acne inwomen which often responds to an oestrogendominant oral contraceptive.
Not infrequently in my practice, many women who would otherwise still be nubile present to me with cystic acne after their 'fallopian tubes have been tied'. This form of acne tends to manifest itself three to six months after the operation, and I suspect that most gynaecologists are unaware ofthe problem. Apart from systemic antibiotics, which alone do not seem to resolve the problem, oestrogen-dominant oral contraceptives are required for about six months.
I am grateful to Dr Dalton (and her respondent, Dr Wojnarowska) for drawing attention to what might be described as menstrual-related dermatology.
W REGAN
Liverpool, NSW, Australia Erythema ab igne: a sign of organic disease Sir, Dr Ashby's report on the presence of erythema ab igne (EAI) in patients with severe pain due to cancer (November 1985 JRSM, p 925) emphasizes the value of this sign in localizing primary and secondary malignancy. We have recently seen a patient with longstanding abdominal pain and EAI involving the upper abdomen and back, who was regarded as having functional pain. We had not seen this sign in patients with functional disorders and therefore report this case to reiterate the value of the EAI (excluding its presence over the lower legs of the elderly), not only as a localizing sign but as an indicator of organic disease.
A 45-year-old warehouseman presented with a 10-year history of upper abdominal pain. Initially the pain was precipitated by eating and partially relieved by antacids. It was frequently nocturnal and was associated with substantial weight loss. All investigations during the first 2-3 years including two barium meal examinations, a barium followthrough, barium enema, an oral cholecystogram and an endoscopic examination of the upper gastrointestinal tract, were entirely normal.
It was presumed that he had ulcer-negative dyspepsia. Treatment with a variety of antacids did not improve his symptoms. It was also considered that he might be suffering from the irritable bowel syndrome and stool bulking agents were tried. The pain continued over the ensuing years with fluctuating severity. He had been particularly unwell during the last 18 months of this period. During this time he lost 13kg in weight. He had been further investigated at the local hospital with abdominal ultrasound and intravenous urogram; both were normal. When we saw the patient the character of the pain had changed. It now radiated from the epigastrium into his back. Other than evidence of recent weight loss, the only physical finding was marked EMI over the (Figure 1) .
Although the long history of pain and normal investigations suggested a functional disorder, we had never seen EAI in this situation. A repeat abdominal ultrasound examination was normal, but gastroscopy showed a very large greater curve ulcer with features highly suggestive of malignancy. Adenocarcinoma was confirmed histologically.
We consider that this case supports theS view that EAI is a useful clinical sign and should be considered to indicate organic disease, even in patients in whom the history might be misleading. Several months later the patients were seen again with painless haematuria and at cystoscopy -were found to have histologically proven vesical deposits of small cell carcinoma. In one case the deposits had produced unilateral hydronephrosis. Cytotoxic chemotherapy was not instigated because of the poor general condition of the patients. is a rare complication, of blood loss1 and cardiac bypass surgery2. We would like to report the occurrence ofunilateral AIONwith relative preservation of cerebral functionfollowing cardiopulmonary arrest.
A 36-year-old woman suffered cardiopulmonary arrest while convalescing from complications of multiple fractures. Following this, systolic blood pressure remained below 80 mmHg for 20 minutes. On regaining full consciousness 24 hours later, she was noted to be blind with afferent pupillary defect on the right. Visual acuity on the left was 20/20. Right optic atrophy became apparent 2 weeks later. Other ocular disorders including glaucoma were ruled out. Skull-orbital X-rays, CT scan of brain including orbits, visual evoked responses (left eye), brainstem and somatosensory evoked responses were normal.
The differential diagnosis of AION in an intensive care setting should include systemic hypotension, undetected low-pressure glaucoma3, chloramphenicolinduced optic neuropathy4 and orbital fractures. Although prognosis in non-arteritic AION is variable, early treatment with corticosteroids and acetazolamide may be beneficial5.
In humans the anterior optic nerve is supplied by 2 or 3 posterior ciliary arteries (PCA). When perfusion pressure in PCA falls below intraocular pressure, infarction of the optic nerve head results. Other factors include microemboli from heart in postcardiac surgery and unilateral cases, and activation of C3A -vasoconstrictive spasmogenin cardiac bypass surgery patients.
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